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• A pressure injury is a localized injury
to the skin and/or underlying tissue as
a result of pressure or pressure in
combination with shear (Lewis, 2017,
p. 172)

Quality improvement projects such as
pressure injury prevention does
improve health outcomes for patients.

Quality improvement projects that work
toward preventing pressure injuries are
extremely important within Nursing. To
evaluate the quality of the nursing care
being given, quality indicators were
created. Pressure injury prevalence is
an important quality indicator. Through
these quality improvement projects,
nurses are educated on pressure injury
prevention, requiring nurses to pay
more attention to pressure injuries and
increasing staff knowledge. Not only
nurses, but the entire multi-disciplinary
team must work together to provide
highly routinized care tailored to each
individual patient. These quality
improvement projects also benefit the
nurses, by providing them with the
education they need to properly
document the necessary information for
pressure injuries. Proper documentation
is extremely important among patients
with pressure injuries. Ultimately, putting
projects like these in place make the
hospital setting safer for patients;
decreasing hospital-acquired injuries,
shortening their length of stay, and
preventing any other issues from
possibly arising due to a pressure injury.

Quality improvement projects such as
pressure injury prevention improve
health outcomes for patients by
decreasing their risk for hospitalacquired injuries, shortening their
length of stay, and preventing any
other health issues from occurring due
to a pressure injury. It is vital that
health care professionals work
together with their patients and the
same goals in mind. Pressure injury
prevalence is a quality indicator of
nursing, meaning that it is our job to
be held to a certain standard when
caring for patients and our goal to
provide safe, meticulous care to
prevent pressure injuries.
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responses to a post-course survey
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educational program. Results of the
QI project also led to positive results
in the units that participated. I
observed that nurses started to give
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2019 p. 163)
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